'Natural caesarean' as a configuration of roles abdominal surgery that they regarded as 'a series of measures to mimic the situation at vaginal birth' (Smith et al 2008 (Smith et al : 1040 . According to the designers of 'natural caesarean', three main characteristics connect this operation to what is usually called 'natural birth'. First, parents can see their baby when she/he is extracted from the mother's abdomen, since the drape 'that "divorced" the upper part of her body from the birthing scene is dropped at the right moment'. Second, the baby is extracted slowly so that s/he 'is able to "autoresuscitate" -start breathing unaided' (Edwardes 2009: 1) . Third, the newborn is immediately handed to the mother for the skin-to-skin first contact allowing 'bonding', a practice that today is standardised in several European countries after a woman has had a vaginal birth. Furthermore, as stated by one member of Professor Fisk's team, 'the father can perform a second "cutting of the cord" and the midwife can show him where to clamp it' (ibid: 2). The aim is to encourage mother and father to be 'active participants in the birth of their child' instead of undergoing the surgical event passively (Smith et al. 2008 (Smith et al. : 1040 . Yet the idea of participation is complex and needs to be deconstructed in order to understand what it exactly means. Fisk seems to use the expression 'active participation' first of all to indicate that both parents can witness visually and hence emotionally the baby's surgical extraction. Besides, the active role of the father consists of cutting the cord and supporting the baby once s/he is put on the mother's chest, while the mother can have the new-born put on her chest but is not permitted to 'reach out for the baby, as this risks touching the obstetrician ' (ibid: 1039) . Despite the aim of enhancing parent's participation, rigid norms define the appropriate behaviour in the operating theatre: 'active participation' is thus delimited by medical staff's needs as well as by the material and hygienic constraints of the surgical setting. More broadly, the notion of parents' participation has to be associated with the model of 'natural/normal birth' as it is conceived of and practised in many European hospitals where each member of the family has to play her/his role.
For example in a Swiss hospital where I have been conducting fieldwork since 2011 , the roles parents have to play at birth are usually explained during childbirth classes to prepare couples to follow hospital rules and routines (Maffi, forthcoming) . The roles couples are taught are different according to the type of birth, although several elements are common to the three main situations described by educators: spontaneous vaginal birth, induction of labour, C-section. The task of the woman's partner is almost invariably presented as that of supporting the birthing woman and replacing her when she is unable to take care of the child after birth, such as in case of C-section, where the father is asked to practice the skinto-skin contact with the baby while the mother is in the operating theatre. In case of vaginal birth, the labouring woman has to abide by several rules that are not negotiable within the hospital such as accepting the systematic intravenous drip and the position for the delivery the midwife in charge will prefer, etc. She has also to prepare herself for childbirth, acquiring the knowledge of the physiology and anatomy deemed necessary, and to learn how to behave during labour and delivery, what are the benefits of breastfeeding, how to take care of her and of her child, etc. The new-born is also supposed to play a role: the large majority of babies born vaginally are put at their mother's breast immediately after birth to learn how to suck under the careful supervision of the midwife who tries to stimulate the child, manipulating his/her body in various ways. It is common for the midwives and nurses I have observed in the maternity ward to say to the baby immediately after birth that 's/he has now to do his/her work' sucking the mother's milk. A baby who does not 'work' as s/he should according to hospital protocols is gently reprimanded and constantly monitored and stimulated in order to fulfil his/her 'task'.
The standardisation of parents' roles during surgical birth is apparent when reading the testimonies left by number of French and Swiss mothers on the website césarine.net. Their stories explain in detail how the birth of their child happened and what they and their partner did, felt and experienced before, during and after the operation. The model these women describe is one in which the parturient woman is supposed to be 'awake and aware' during the operation in order to see her baby coming out and thus participate in the birth event, but also one in which she has to be patient and wait several hours before being able to see her baby. In most testimonies, hospital practices impose a long separation of mother and baby after the operation, while the father is assigned the role of replacing her partner in order to accompany the new-born in the first hours after birth. On the contrary, women's narrations do not attribute any specific role to the child after the operation. S/he is mostly presented as an object of their desire and despair, someone they would like to see and keep in their arms and from whom they are separated. The comparison between the model of C-section described in the testimonies posted on the website césarine.net and the description of 'natural caesarean' gives already a glimpse of the reasons that have prompted the creators of this procedure to define it as 'natural'.
The nature of 'natural caesarean' Despite the adoption of more humanised procedures, how is it possible that Csection -defined by Fisk and his team as 'a most unnatural form of birth' (Smith et al 2008 (Smith et al : 1040 )-a major abdominal surgery requiring an operating theatre, the intervention of skilled personnel, the administration of anaesthesia and analgesics, and a hospital stay of several days, can be associated with 'natural childbirth'?
To understand the paradoxical expression of 'natural caesarean', it is necessary to look back at the history of obstetrics and its techniques. Although the origin of C-section dates back at least to the Roman time when it was practised on dead women to extract the foetus (Pundel 1969), it was not until the second half of the 20th century that it became safer to perform it in order to save the life of the mother and of the baby. The 'normalisation' of this operation dates back to the 1970s when the C-section rates in the United States and in many European countries started to climb, rendering it's use banal and making women familiar with the idea of giving birth from above (Sargent et Stark 1987 , De Koninck 1990 . Technical improvements in surgery, anaesthesia and more generally in medicine such as blood transfusion, safer intravenous drips and the introduction of antibiotics are among the factors that have made possible the integration of C-section in the 'normal' technology of childbirth (Odent 2004: 10) .
Indeed C-section, one of today's most common surgical operations in many European countries and North America (Jukelevics 2008) , is now deemed a normal(ised) procedure, a routine practice that is not performed exclusively to save the life of the mother and of the baby, as it was originally conceived for, but also for various non medical reasons. According to the vast literature on the subject, several other causes have determined the high rate of C-section around the world (Souza et al 2010) such as convenience of the physician, hospital organisational constraints, economic benefit of health care providers and clinics, health inequalities and maternal request (Declercq et al 2011 , Gamble et al 2007 , Jacques 2007 , Béhague 2002 . Although since the 1980s national and international institutions have criticised the liberal use of surgical birth across the world (Betran et al 2007 , Wagner 1994 , WHO 1985 , the creation of 'natural caesarean' is consistent with the general trend in obstetrics that consists in engaging with the moral imperative to make it more 'natural' or, according to another term, more 'humanised' rather than less frequent (Goer 2004 that gives priority to the wishes and needs of the user, and emphasises the importance of informed choice, continuity of care, user involvement, clinical effectiveness, responsiveness and accessibility' (RCM 2011: 1).
Indeed, according to Fisk and his team, to be 'natural' a C-section needs to be a 'woman-centred technique' because it makes the surgical experience more satisfactory for the mother, preventing 'bonding difficulties and unsuccessful breastfeeding' (Smith et al 2008 (Smith et al : 1037 . The accommodation of the ordinary surgical technique to a more 'natural' and 'woman centred' model seems to indicate the current widespread medical and social acceptance of C-section in many countries where women as well as physicians regard surgery and more generally interventions during the birthing process as part of the necessary routine (Green and Baston 2007, Habiba et al 2006) . While in some countries it has become very frequent and relatively safe to give birth by C-section, it is impossible to deny that the material and emotional conditions under which it happens continue to be quite different. For instance, although the mother is generally under spinal anaesthesia, a technique that numbs only the lower part of her body, and thus is awake during the surgery, she will usually not see her baby coming out, because a drape separate her head from her abdomen. Moreover, she is under the effect of tranquillisers and analgesics to help her facing the frightening atmosphere of the operating theatre and the sensation of her body being opened. Also her partner finds himself in an uncomfortable position, he has to wear special clothes, a mask and a cap, has to stand in the operating theatre next to the upper part of his partner's body without interfering with the event going on, he is often nervous at the prospect of attending a surgical operation and is seldom able to accomplish the nowadays almost normative act of cutting the umbilical cord. In addition it is not unusual for the baby to need assistance because s/he cannot breathe autonomously (Goer 1999 , Wagner 2000 . As a consequence, C-section does not allow the immediate skin-to-skin contact deemed beneficial in promoting bonding between mother and baby (Odent 2001) . In light of these considerations, the new technique Moreover, after the delivery, the baby is quickly shown to the mother and transferred to another room together with the father. Subject to the health of mother and baby, the time of separation between the woman and her child can last one or more hours according to the hospital routines as confirmed for example by the already cited testimonies posted on the website césarine.net.
The invention of 'natural childbirth'
What the expression 'natural birth' means varies according to the profession, the historical period, the country, the setting where the delivery takes place and the actors who are involved (Davis-Floyd et al 2009 , MacDonald 2007 , Mansfield 2008 , Moscucci 1993 . Although 'natural caesarean' is constructed as a mirror of what is considered 'natural' or 'normal' birth, the latter are ambiguous terms used to designate dissimilar events that do not refer to the same setting, actors and practices (Darra 2009 , Young 2009 , Downe 2008 . In order to understand the meaning of the nature/culture dichotomy in current obstetrics as expressed by the new technique of 'natural caesarean', I will evoke some elements that have contributed to the fabrication of the concept of 'natural childbirth' so as to instil a better understanding of the present debate.
The first to introduce the idea of 'natural childbirth' was the British physician Grantly Dick-Read, who defined it as 'one part of a continuum of normal physiological events representing and illustrating the two basic laws of the continuance of species, namely, the law of reproduction and the law of maintenance of the species. Natural childbirth means normal physiological childbirth ' (1985: 20) . Despite the adjective 'natural', Dick-Read pointed out that this kind of birth needs the preparation of the mother and of her partner, as well as of the medical team, and a specific arrangement of the hospital setting where labour and delivery have to take place. He used the adjective 'natural', because he thought that the preparation of all the actors would allow 'modern' or 'cultured' women to experience childbirth in their 'original' or 'primary' ways like their 'indigenous' sisters who were not touched by the western process of 'civilisation' and thus were closer to the primitive 'natural' state. Dick-Read regarded the 'primitive' woman as physically and psychologically more apt to have easy and less painful deliveries, because of a healthier lifestyle and a simple (non medical) representation of the birthing event.
He insisted on the fact that 'modern childbirth is physically unaltered from earlier times, but our culture has brought to bear upon this function, neuromuscular activities caused by intensifying certain emotions that inhibit the progress of the birth and thus create pain. Yet there is no reason why culture should be allowed to destroy all that is beautiful in the primitive' (ibid: 158). Hence, he deemed the preparation of women before childbirth as necessary to retrieve the 'natural law of childbirth' that had been destroyed by modern (western) culture. His arguments reflect widespread stereotypes about 'primitive' women who at the time were considered as being closer to nature than western women (Coslett 1994; Moscucci 2003) . While in modern European thought women were considered as closer to nature than men (MacCormack and Strathern 1980), primitive women were seen almost as female mammals giving birth as easily as other 'natural' beings. Gaskin 1975, Wertz and Wertz 1977) . Harsh critiques were addressed to obstetrical technologies and hospitalised births that were seen as allowing male physicians to exert control over women's bodies, depriving them of the empowering and intimate experience of giving birth naturally (Annandale and Clark 1996 , Arms 1975 , Oakley 1984 . Several scholars, activists, midwives and women, especially in the United States and in the United Kingdom but also in France and in Italy, criticised the medical system for being male-dominated, patriarchal, and oppressive. They claimed that childbirth, one of the main female creative powers, was expropriated by male physicians using technology and professional authority, preventing women from fully experiencing the crucial personal and social experience of giving birth. Their hands and legs strapped to their beds, hooked up to IV fluid, put under the surveillance of continuous foetal monitoring, numbed from chest to feet or even made unconscious, women were unable to realise their power of giving birth to a new life and were reduced to passive individuals, whose competences and abilities were denied by medical representatives (Katz Rothman 1980 , Scully 1980 , Wertz and Wertz 1977 . Especially after 1968, a reactive model of childbirth emerged that drew on 'the idioms of "the natural" and "the normal"' and that 'can be understood in historical and political terms as a response to the medical pro-fession's pathological approach to childbirth, as well as to the use of technology and application of norms that render birth a "high risk" event' (Beckett 2005: 254) .
…and the technocratic model of birth
To understand the appearance of these critiques, it is necessary to think about the massive hospitalisation of childbirth and increasing application of technology to the reproductive process during the 20th century that is at the origin of deep social and professional changes. 
Some instances of nature in modern European thought
To explore the meaning of 'nature' in modern European thought and its relationships with the terms culture and technology is an arduous task since the former was defined in very different ways according to the historical period, the discipline, and the authors considered. Therefore, in this section, I will attempt to explore only limited semantic areas of the concept of 'nature' that I think are important to understand the ideas of both 'natural birth' and 'natural caesarean'.
According to the French anthropologist Philippe Descola, the nature/culture dichotomy is a very specific way of conceptualising the relationships of human beings with their environment that not only is not universal but is equally uncommon, when compared with the symbolic systems of other cultures around the world (1996) . The western notion that nature is 'a construct of culture' (Ortner 1974 : 80) has a specific history and particular social, political and economic meanings. Furthermore, for Bruno Latour, the dichotomy nature/culture is the main feature of modern western thought that shapes our knowledge of the world regarded as divided into two realms: the natural and the cultural (1983). However, this dichotomy is an illusion, it does not correspond to actual practices in which human and non-human actors interact as, for instance, genetic engineering of plants and animals, and human assisted medical procreation show (Roepstorff et al 2003) . These technologies constitute hybrid practices deeply subverting the nature/culture dichotomy and creating the new regime of 'biosociality' where knowledge and manipulation of nature coincide producing an 'artificial nature' (Rabinow 1996) . Despite the biosocial character of our societies where both nature and culture have crossed the previous apparently clear-cut borders separating them, their imaginary opposition persists in various social domains such as in childbirth discourses and practices within which the association between woman and nature is still strong (Michie and Kahn 1996, Teman 2003) .
While the nature/culture dichotomy is a construction of modern European scientific thought, the association between woman/nature, man/culture is also far from being a universal 'given' (MacCormack 1980: 6) . The meaning of the dichotomy nature/culture we currently refer to has emerged during modern time especially during the 17th and 18th century when new political theories and scientific experimental practices were formulated that radically transformed European so- (quoted in Merchant 1983: 169) . Since Bacon thought that nature was to be ex-plored, manipulated and exploited, scientists' mission was to uncover her secret rules, understand her errors and manipulate her in order to create something new and artificial through art (techné). Not only was nature not perfect, since it could make errors, but it was also a matter to be manipulated in order to create artificial products to be used by human beings in order to improve their life. The representation of nature as a dead matter, obeying to mechanic laws, subject to error and as a substance to be manipulated and exploited is at the origin of the modern scientific attitude. An aggressive approach towards nature developed together with the idea that it was legitimate to establish the human dominion over it in order to 'master' and 'manage' her forces. The mechanical model of nature allowed also a new social view of order: 'order was redefined to mean the predictable behaviour of each part within a rationally determined system of laws ' (ibid: 193) . Human bodies were to be seen as machines whose organic behaviour was ordered and predictable and hence subject to experts' possible modification and regulation in order to prevent or modify disorder and malfunctioning.
Nature and culture in modern biomedical obstetrics
If, in light of this short historical digression, we go back to modern obstetrics, the evolution of this branch of medicine becomes very significant insofar as it reveals socio-cultural features typical of western modernity. Its evolution shows how from a medical specialty studying the physiology of childbirth in 16th and 17th century France (Gélis 1991) , practising on poor marginalised women and a technique used by barbers or surgeons for intervening in pathological cases -as illustrated by the history of forceps-, obstetrics became a discipline of the female body aimed at controlling its reproductive functions (Martin 1987) . While by the end of the 18th century obstetrics had become a commodity for urban upper-and middle-class women and a lucrative profession for accoucheurs and medical men, in the 20th century it became a state-sponsored profession gaining authority over women's reproductive life (Arney 1982 , Donnison 1977 .
Despite its peculiarities, the evolution of obstetrics in the USA is a significant example to take into consideration, if we want to understand the general trend towards surgical births in Europe and in many middle-income countries, insofar as its natal system (Jordan 1993) has been one of the models for the rest of the world at least during the second half of the 20th century (Arney 1982) . Although Europe had also produced technological innovations (ultrasound), new techniques (Lamaze method, 'natural childbirth'), and organisational models of work ('active ma-nagement of labour') in obstetrics, in many states of the old continent physicians have attentively observed the evolution of obstetric knowledge and technology in the USA, where many scientifically high-ranked journals of obstetrics and gynaecology are based. Here the 'technocratic model of birth' (Davis-Floyd 1992) has evolved much faster than in Europe thanks to the reorganisation of the medical schools after the publication of the Flexner report in 1910 (Wertz and Wertz 1977) , the following institutionalisation of the obstetric profession (Walzer Leavitt 1986 , Summey 1986 ) at the expenses of all other categories of birth attendants (Rooks 1997 ) and the adoption of a pathological model of birth (Hahn 1987 , Jordan 1993 ).
While at the beginning of the 20th century midwives were subject to a defamation campaign and were eventually outlawed (DeVries 1996), the medical model of birth promoted by obstetricians became the only legitimate one (Katz Rothman 1982) . A pathological representation of the reproductive process was to determine the future of American women: pregnancy and childbirth, defined as illnesses, were to become medical events to be put under the supervision and control of medical experts (Arney 1982; Ehrenreich and English 1973; Hahn 1987; Oakley 1980; 1984; Katz Rothman 1980) . Following the professionalization of medicine over the 20th century (Freidson 1970) , the complete eradication of midwives, who were the main competitors of the newly institutionalised body of (male) obstetricians and of their paradigm of knowledge, marked the victory of the pathological representation of childbirth. Obstetricians heavily pushed the pathologic culture of birth, because obstetrics would have never achieved respect as a profession until 'the pathologic dignity of pregnancy' was recognized (Cyr 2006: 933) . Thus, obstetrician-gynaecologists succeeded in imposing an interventionist attitude during pregnancy and birth and in promoting an increasing technologisation of the reproductive process (Donnison 1977 , Walzer Leavitt 1986 . Although a detailed history of the evolution of American obstetrics in the modern period is beyond the scope of this paper, the mentioned features are crucial to explain why the Women's biology and childbirth
While the idea of the body as machine is the basis on which modern medicine and more generally modern science is based (Lupton 1994) , the philosophy underpinning current practice of obstetric management is affected by a gendered view of the female body. As shown among others by Emily Martin (1987) and Ludmilla Jordanova (1989) , the female body is not a machine like the others: it is a defective machine, since it doesn't work as efficiently as the male body but needs the supervision and intervention of medical experts in order to accomplish its normal functions (Sherwin 1998) . The differential treatment of women's and men's bodies in technocratic societies that involves the strong medicalisation of female sexuality and reproductive life, shows the gendered view of the roles assigned to men and women in the social order as well as the desire to exert control over some categories of individuals more than over others (Foucault 1979 , Tabet 2010 ).
In the 1990s, Maria De Koninck published a study on women's attitudes towards C-section in Canada in which she emphasizes that most of the women she met had internalised the idea that their body was defective and potentially dangerous for the child they might bear. According to De Koninck, almost all of her interlocutors 'consider(ed) themselves incompetent and devoid of power in the domain of reproduction ' (1990: 32) and regarded their body and their bodily behaviours as sources of risks. They perceived themselves as 'creators of problems rather than of children' (ibid: 34) and were not only inclined to accept, but often actively asked for experts' interventions. As already mentioned, in the last decades these attitu- Despite several differences in their attitudes and gestures, overall the midwives I have been observing follow hospital's routines that are highly interventionist, although they sometimes try to negotiate or subvert the protocols. While they are critical of some procedures, they seem to internalise a specific hospital culture that elicits automatic acts that could be avoided even in this highly technological
setting. An example of a delivery I attended in the first months of 2013 is significant in that it shows the attitudes several midwives have developed working in this hospital setting. The parturient woman was a young primipara who, contrary to the 80 per cent of women giving birth in this maternity ward, did not want an epidural anaesthesia. Although mother and baby were doing well, the woman was subject to continuous foetal monitoring and was left in the lying position during labour and delivery. These two conditions are recommended only for women under epidural block while walking and moving freely are presented as important for ensuring a physiological delivery for which only intermittent EFM should be used. Moreover, at some point, the midwife, considering the woman's contractions too short, decided to start an intravenous drip of artificial oxytocin to accelerate the expulsion of the foetus. Since the woman was not eager to accept medications, she kindly but firmly told her that the drug was similar to the hor-mone her body produces and that it was going to help her. After some hesitations, the parturient woman accepted.
While in this Swiss hospital women willing to experience an un-medicated birth are rare, most of those I have observed accept hospital practices as obvious, normal and necessary and tend to transfer the entire responsibility of the birthing process to hospital staff. According to the interviews I have conducted with them and their partners, they are unwilling or feel unable to be in charge of the forthcoming delivery and of their child's care, especially when they are first-time parents.
Conclusion: the manifold nature of 'natural C-section'
Despite the high number of interventions during hospital 'normal birth' (Young 2009 ), some elements proposed by the 'natural birth' movement such as the participation of the father in the birth event, the skin-to-skin contact between mother and baby immediately after the delivery, early initiation of breastfeeding, etc. are today integrated in the hospital routines of many (Western) European countries and North America. Moreover, the philosophy of mother centred care has entered the field of obstetrics in the United Kingdom and several other high-income countries as a specific instance of the approach called patient centred medicine. The ideal hospital delivery, vaginal or by C-section, is thus one in which a selection of norms originating from these two contexts can be implemented. This means that birth attendants on the one hand, parents and child on the other can play the roles the present hospital model assign to them. While the extent to which both the technocratic 'normal birth' and 'natural C-section' are natural is subject to debate, if by 'natural' we intend an un-medicated event, it is nevertheless interesting to analyse the contradictory concepts of 'nature' entailed in today's obstetrics. As shown in this work, these concepts are rooted in European modern philosophical and scientific traditions and are part of a bundle of social and cultural ideas about nature which have had a substantial impact on social practices related to the human body and more specifically to childbirth. I have identified three main semantic areas of the word nature entailed in the concept of 'natural caesarean'.
First, among the basic principles of obstetrics is the idea that nature (the body) is an entity made of substances that can be measured, manipulated, regulated and even improved to respond to specific human needs. Second, the general medical conception of the human body as machine (Armstrong 1983 ) is coupled with the gendered view of the female body developed by the modern medical tradition:
the latter is deemed a defective and dysfunctional machine that can break up and hence needs to be managed and repaired (Martin 1987) . Third, as mentioned above, nature is a 'category of challenge' (Bloch and Bloch 1980) 
